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Abstract 
 
Olanzapine is the second-generation antipsychotic most frequently prescribed for treatment of schizophrenia and bipolar 
affective disorder. Its side effects include sedation, weight gain, hyperglycemia and hyperlipidemia. It is considered to be 
devoid of any abuse or dependence potential. We report a case of olanzapine dependence in a patient with past history 
of multiple substance dependence (German J Psychiatry 2010; 13: 51-53).  
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Introduction 

lanzapine is a serotonin-dopamine-antagonist 
which is structurally similar to clozapine, and is 
classified as a thienobenzodiazepine. Olanzapine is 

now widely used in the treatment of schizophrenia and bipo-
lar affective disorder. Although considered safe as compared 
to other antipsychotic medications, a large volume of evi-
dence has suggested debilitating side effects of olanzapine. 
The most bothersome being weight gain, hyperglycemia and 
hyperlipidemia (Allison et al., 2001; Lindenmeyer et al., 
2003), agranulocytosis (Steinwachs et al., 1999), mania (Lin-
demeyer et al., 1998; Fitz-Gerald et al., 1999; Borysewicz et 
al., 2000; Chavan et al., 2003) and dermatological effects like 
purpuric rashes (Varghese et al., 2005) and xanthomas 
(Chang et al., 2003). All these side effects occurred in pa-
tients while being on olanzapine therapy, for various psy-
chiatric conditions. But, to the best of our knowledge till 
date, there has been no report of non-therapeutic, abusive 
pattern use of olanzapine by a person.  

We report here, a case where a patient exhibited abuse and 
dependence pattern with olanzapine, without any coexisting 
psychiatric illness.  

Case Report 

A 34 year old male, graduate, married, bank employee be-
longing to a nuclear family of middle socio-economic status, 
accompanied by his wife, presented to our de-addiction 
clinic with a history of intake of prescription drugs (nature 
unknown to the informant) for the last 8 months.  

On detailed history taking and assessment, it was found that 
the patient had been consuming olanzapine tablets. The 
patient admitted to consuming these tablets since 8 months 
when he had stopped achieving sedation with benzodiaze-
pines which he then had stopped abruptly on suggestion of a 
chemist, and started taking olanzapine 10 mg tablets once 
every night to achieve sleep. The intake was regular from the 
start, with patient experiencing desired sedation and felt no 
unpleasant symptoms with the drug. During the next 6–8 
weeks, the patient experienced disturbed sleep, restlessness 
and palpitations if he missed even a single dose of olanza-
pine. Gradually, he had to increase the dose of olanzapine to 
achieve sedation over a period of next 2–3 months with the 
current intake of 4–5 tablets of olanzapine per night (40–50 
mg strength) in order to achieve the desired effects which 
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primarily were better sleep and a calming effect, relief from 
occasional headache especially when he had more work load.  

His past history revealed that he had been dependent on 
multiple types of substances (alcohol, opioids, zolpidem, 
benzodiazepines) at different points of time during the last 5 
years and he had fulfilled the criteria for a diagnosis of Mul-
tiple Substance Dependence as per ICD-10. He was current-
ly completely abstinent from alcohol and opioids since last 
18 months and from benzodiazepines since last 8 months. 
There was no past history of any medical, surgical, or psy-
chiatric illness like mood disorder or psychosis and no family 
history of any psychiatric illness. He was admitted to de-
addiction ward for detoxification treatment. All investiga-
tions including a complete haemogram, renal and liver func-
tion tests, fasting blood sugar and serum electrolytes were 
conducted and found to be within normal range.  

During the ward stay, his craving for olanzapine and drug 
seeking became apparent when he was caught with strips of 
olanzapine tablets (10 mg strength) which he had brought 
inside the ward by writing its brand name on a forged pre-
scription slip. He claimed he had no knowledge about its 
true therapeutic indication and considered it a better form of 
“sleeping pills”. His craving for olanzapine was evident when 
he was caught several times, trying to steal the tablets from 
the nursing station in the ward. He was prescribed loraze-
pam 2 mg t. i. d for first 3 days and gradually decreasing it to 
2 mg per day but was still experiencing insomnia and palpita-
tions. The patient was also taken up for psychotherapy con-
sisting of multiple sessions of motivation enhancement ther-
apy during his ward stay of 15 days. However, he was found 
to be poorly motivated for treatment. On the day of his 
discharge, he was abstinent for 15 days from olanzapine, but 
was subsequently lost to follow up.  

Discussion 

Olanzapine has not been systematically studied in humans 
for its potential for abuse, tolerance, or physical dependence. 
To our knowledge, this is the first case in our country sug-
gestive of dependence on olanzapine characterized by toler-
ance, withdrawal symptoms on discontinuation and persis-
tent desire to take the substance. However, there has been a 
case vignette reporting strong craving and dependence pat-
tern use of olanzapine by a chronic paranoid schizophrenia 
patient (Chavan et al., 2003) and abuse by a patient diag-
nosed with bipolar affective disorder with multiple-substance 
dependence (Reeves, 2007).  

Paradoxically, a pilot trial of 12 weeks was conducted in 
individuals with alcohol dependence with a variant in the 
gene that expresses D4 receptors which influences craving 
for alcohol which found that olanzapine is particularly effec-
tive at reducing craving among individuals with this variant 
(Hutchison et al., 2006). Trials are being conducted on a 
larger scale now currently in phase III (Hutchison et al., 
2006). Olanzapine has sedating properties and therefore can 
produce an overall calming effect. When taken regularly over 
a period of time, all sedatives can cause physiological and 

psychological dependence. So, by a similar mechanism, 
olanzapine too can produce dependence, as the case might 
be with our patient. Intentional misuse of psychotropic 
agents is not a new phenomenon. Abuse of anticholinergic 
drugs for stimulant, euphorogenic and hallucinogenic effects 
has been reported in over 100 patients (Dilsaver et al., 1988). 
Tricyclic antidepressants are occasionally abused for their 
euphorogenic effects (Land et al., 1991), which may be re-
lated to their anticholinergic properties. Cohen et al. (1978) 
investigated abuse of amitriptyline in patients enrolled in a 
methadone treatment program and found that 25% of the 
patients admitted to taking amitriptyline to achieve euphoria 
and 35% had drug screens positive for the drug. Among 
atypical antipsychotics, abuse of quetiapine for its sedative 
and anxiolytic effects has been reported to be prevalent in 
correctional facilities with the abuse including intranasal 
snorting of pulverized tablets (Pierre et al., 2004). Even if 
olanzapine should prove to have potential for abuse, it re-
mains a useful medication for treatment of schizophrenic 
and bipolar patients, and has been demonstrated to be safe 
and effective in patients with schizophrenia and comorbid 
substance abuse disorders (Littrell et al., 2001). Prospective 
studies have been conducted to assess abuse and dependence 
potential of olanzapine but have shown little or no potential 
of abuse or physical dependence in animal experiments with 
oral doses up to 15 times the maximum recommended hu-
man daily oral dose 20 mg. However, it is not possible to 
predict the extent to which a psychoactive drug can be mi-
sused. Therefore, careful evaluation and observation of each 
patient is required for a possible misuse, and abuse of psy-
chotropic drugs like olanzapine.  
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